The King Vision Video Laryngoscope is a relatively new device that has been incorporated in our daily surgical practice, intensive care unit, and remote areas. It has become one of the main alternatives to the rescue of a failed intubation, a tool to manage patients with difficult intubation predictors, and the first choice in ventilate and not-intubate situations. Case Presentation: In this case report, we present the management of two difficult airway cases: one in an induced patient and the other in an anticipated patient, according to the Canadian Airway Focus Group difficult airway recommendations. Conclusion: The King Vision Video Laryngoscope is effective in most adult patients and can be used with a mouth opening of at least 13 mm. Even is an effective dispositive, it has yet to show results in the management both conventional airway both difficult airway in routine clinical practice.
INTRODUCTION
The King Vision Video Laryngoscope is a relatively new device that has been incorporated in our daily surgical practice, intensive care unit, and remote areas. It has become one of the main alternatives to the rescue of a failed intubation, a tool to manage patients with difficult intubation predictors, and the first choice in ventilate and not-intubate situations.
In this case report, we present the management of two difficult airway cases: one in an induced patient and the other in an anticipated patient, according to the Canadian Airway Focus Group difficult airway recommendations (1,2).
CASES
The first patient was a 47-year-old woman with Barrett esophagus who was scheduled for elective surgery with Nissen fundoplication. We achieved an unexpected Cormack-Lehane 3e classification and identified a previously unknown glottic edema tumor that appeared to be a lymphoid. Our second attempt was with a King Vision channeled blade, and we achieved a Cormack-Lehane 2e classification. After this second attempt, we intubated with a Frova bougie introducer without problems (Image 1).
The second patient was a 56-year-old woman scheduled for elective surgery for restoration of intestinal transit after sigmoidectomy. Her BMI was 19.4 kg/m 2 (153 cm, 45.5 kg). It was her fourth surgery, and she had a history of a Cormack-Lehane 4 classification in two previous elective surgeries. During the second surgery, she was awake after induction and awake for fibrobronchoscopy intubation; during the third surgery, she was awake for intubation. Arne multivariate test was 24 and Khan test was 3 (Image 2). Our first attempt was with a King Vision channeled blade after optimal oxygenation by face mask, induction, and relaxation. Our second attempt was rescue with fibrobronchoscopy. We achieved a Cormack-Lehane 1 classification, and we intubated without problems.
DISCUSSION
An increase in morbidity was reported after two direct laryngoscopy attempts during intubation (3, 4) . In addition, a 94% (5) and 99% (6,7) success rate was reported in rescue of intubation with video laryngoscopes when direct laryngoscopy failed.
The 4 th National Audit Britannic Project (8) reported several cases of morbidity and mortality related to anticipated difficult airway, especially when rescue plans failed. It concluded that when a difficult airway is anticipated, intubation with the patient induced is justifiable only when there is a low risk of failed oxygenation and an immediate rescue plan is in place. Otherwise, awake fibrobronchoscopy intubation was recommended.
The Macintosh direct laryngoscope is still the gold standard (9), but it has a limited view of the larynx and a constricted field of vision of 15 degrees. Video laryngoscopes allow a panoramic view of the glottis independent of the line of sight, a field of vision over 60 degrees, no need for aligning the axes, and the achievement of a Cormack-Lehane classification of 1 or 2 in most cases. For these reasons, video laryngoscopes have become rescue alternatives in the event of a failed intubation or in the management of patients with difficult intubation predictors. They were introduced in the 2013 American Society of Anesthesiologists difficult airway algorithms as the first option in ventilate and not-intubate situations (10,11).
CONCLUSION
The King Vision Video Laryngoscope is effective in most adult patients and can be used with a mouth opening of at least 13 mm. Even is an effective dispositive, it has yet to show results in the management both conventional airway and difficult airway in routine clinical practice.
